In his monograph Moral Treatment in American Psychiatry (2) Bockoven described a form of treatment dating bask about one hundred and fifty years but with which most contemporary mental health workers could easily identify. He also discussed how this method of treatment rapidly disappeared after shining brightly but briefly. Historians may argue about what happened then; the discussion here will concern what could happen to our present mental health movement. Bockoven was optimistic when he wrote his preface almost ten years ago: "It seems most unlikely, furthermore, that our present mental health movement could possibly suffer the breakdown which brought that of our greatgrandfathers to a halt." Although we certainly hope he is right, his description of the causes for this breakdown provided the basic framework for the questions raised here.
The possibility of 'hidden depletion' of mental health resources should be of concern because such a situation could become brutally apparent in a way related to catastrophic failure. This latter term, which applies to such phenomena as landslides, the bursting of balloons, the collapse of structures and so on, implies a chain reaction of breakdowns in parts of the system, each one imposing greater strain on the rest and making further breakdowns unavoidable. Extended as we are to the near limit of our collective capacity the matter should be of great importance. Moreover the concern expressed here is far from being purely academic but stems from experience and observation of actual sub-systems.
For instance, in the treatment of patients the attempt to apply strictly individual psy- Caoad. Psycbiat. Ass. :r. Vol. 17 (1972) chodynamic principles and pre-set goals to situations where pressures do not permit it and where different goals are also pursued, leads easily from paradox to frustration and discouragement or worse (3) . Also in training residents and others the problem becomes apparent, where for instance under excessive pressure for treatment services the time required for adequate learning and nurture is sacrificed: it can easily be seen how such training could produce less effective workers or even technicians in manipulation rather than practitioners of the art of healing. The burden on other parts of the system increases when workers are lost or are not properly trained. Also like penicillin, psychiatric treatment can only be diluted so far before it becomes totally ineffective (except to remain allergenic).
One could debate whether isolated problems should cause concern for the total system; but as the demand for mental health care shows a rapid trend towards overload, some of our actions become self-defeating and our techniques become less effective and less adapted to the problems.
Overload -Caused by the Demand for Increase in Quality and Quantity.
People are becoming increasingly aware that psychiatry has something to offer and (appropriately or not) to turn to it for what they want. Patient attitudes may also be shifting from the co-working relationship of the 'therapeutic alliance' to a much more passive-dependant and burdensome one, while patient goals may be even further removed from reality. It seems that while emphasis on human rights increases, individual human beings feel less of a sense of personal dignity, ergo: 'I have a right to demand that you make me feel like somebody'. In the same vein institutionalized beliefs and postponement of gratification for the after-life seem to find less adhesion, particularly among the younger generation. Unless psychiatry is discarded as ineffectual psychiatrists will be expected to provide as a substitute not only a meaning to life but happiness in this life to make up for what used to be sought in the hereafter.
On the same general plane the stresses induced by the breathtaking evolution of our global universe must be considered as possible causes of more severe strain. Even though McLuhan (9,10) and Toffler (11) are not psychiatrists their warnings are of paramount importance to us.
In addition, everybody would be glad to have psychiatrists assume responsibility for the emotional well-being of the poor and the less-favoured in our society. It imposes a lesser burden on the consciences and pocketbooks of everyone if it is assumed that proper mental care will do away with the need for more specific action of the collectivity.
Self-Defeating Action
Not only is our work increasing much faster than our capabilities but we manage to make it still greater. We contribute to the impression (often welcomed by politicians and by society at large) that the solution to these problems is at hand and that it is only a simple question of 'doing things right' for once -by increasing a budget or making people work the right way or using the appropriate technique and so on. It is not a popular view to proclaim as Turner (12) does that the problems do not (as far as is known) have a complete solution.
It is rather to be feared that we favour a belief in our 'magical' powers and thus increase expectations -by saying, for instance, after having ascertained the chronicity of a schizophrenic process in a particular patient, 'Too bad he could not be treated at the beginning' -thus encouraging the more or less justified notion of a complete or easy cure. Could it be for similar reasons that we dwell more on our reduced patient census than on the possibly greater contamination of the genetic pool by more marriages of schizophrenics, or that we discuss the refinements of community psychiatry without wondering which technique increases the burden on the population at large? (There are exceptions to this, for instance Ban [1] and Kolb [5] ). Here we face a dilemma -whether we should protect our enthusiasm or seek a possibly discouraging lucidity. At the same time it could be questioned how much passivity we encourage indirectly, for example, by allowing the impression that we are 'George' in the expression 'Let George do it'. A widely circulated newspaper recently suggested that, ". . . if you are nervous psychiatry will deal with the boss or the family who are causing the anxiety." (6) Even our most legitimate theories can be distorted so that they become counterproductive. It takes only one wrong step for people to feel, as they often do nowadays, that suffering is only for people who failed somehow or at least need treatment, rather than being a natural accompaniment of the human condition as well as sometimes being a factor of growth. Similarly, how many parents have retreated from their children, leaving a pathogenic void, because of the fear of creating 'frustrations' or 'complexes'? But as if this were not enough, we have also to worry about becoming ineffective.
Becoming Ineffective
It is obvious that psychiatrists are not likely to be very effective when they are expected to provide solutions outside the domain of psychiatry. However, some years ago Lussier (7) pointed out that the 'younger set' could be evolving more toward perversion (in the psychoanalytic sense) than toward neurosis and that while a neurosis or even a psychosis can be treated, a perversion is rarely treatable. This can also apply to suicide, drug abuse, alienation, violence and similar phenomena, which are all increasing. These are all evidence of psychic distress or deficit, but none of them are completely within our effective therapeutic grasp in spite of our contributions to their understanding. At the same time, as we reach more varied populations and problems we find ourselves ineffective unless we create new approaches, new tech-MENTAL HEALTH RESOURCES SS-143 niques and co-ordinate at new levels to face new and multifaceted problems.
Conclusion
Thus we find our therapeutic arsenal partly obsolete at a time when demands are becoming increasingly pressing and multiplied, and we may even contribute to weakening our own position. Recent presidents of the American and Canadian Psychiatric Associations (4, 13) and the director of the National Science Foundation (8) among others have, from their authoritative positions, stressed the need for original and innovative thinking, and this paper echoes their urging.
Better solutions are needed but it is also necessary to face the non-solutions -the fact that some needs cannot be met. The problem is not as clear-cut as the one of the physician with one hundred candidates for renal dialysis and only two machines, but it is fundamentally similar. Despite our therapeutic zeal and our wishes to treat anyone who needs it equally and well, we have to take a very determined and if possible far-sighted look at our limitations, and accept the obligation of defining clearly and promptly our goals and priorities in as lucid and hard-headed a way as we can (and despite enormous social and political pressures for assurances that everything will be done immediately).
It has been the objective of this presentation to draw the attention of colleagues toward this possible problem of hidden depletion of our resources. If their experience reveals a possibility of the existence of this depletion, they will have already taken an important step towards its solution. Only by recognizing it early enough can we hope (without even being certain) to be more fortunate than our Moral Treatment predecessors, and to apply solutions before we are faced with a final overwhelming breakdown -or backlash.
